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Introduction
National and provincial nursing guidelines require that nurses receive appropriate training and guidance to provide nursing care through remote technologies (Canadian Nurses Remote services most commonly provided are telephone-based, but may also include email, remote patient monitoring and video-conferencing (Nagel, Pomerleau, & Penner, 2013) . However, when nurses assess and manage patient symptoms remotely, they are often challenged by an adjustment to the use of technology in the delivery of nursing care and assessments that may have limited sensory input to support clinical decision-making (Black & Caufield, 2007; Nagel et al., 2013) . This adjustment to technology for delivery of nursing care requires development of competencies essential for nursing practice (CNA, 2007) .
Three broad sets of competencies identified for remote nursing services are: a) oncology nursing experience to ensure critical thinking, evidence-informed decision making, and use of evidence-based symptom guidelines; b) expert skills in teaching, counselling, communication, interpersonal relations; and c) knowledge and skills in use of telehealth technology (Association of Registered Nurses of Newfoundland and Labrador, 2002; Black & Caufield, 2007; CNA, 2007; CNO, 2009; College of Registered Nurses of Manitoba, 2008; CRNNS, 2008; Conley et al., 2010) . Although it is nurses' responsibility to self-assess their competencies and address learning needs through training, practice settings often provide nurses with opportunities to develop these remote nursing support relevant competencies through orientation or access to formal education programs (CNA, 2007; CNO, 2009 ; College of Registered Nurses of British Columbia [CRNBC], 2011) .
A survey of 368 oncology nurses in Canada revealed that 197 (54%) provide remote support to oncology patients either by telephone (n=193; 98%) and/or by email (n=60; 30%) (Macartney, Stacey, Carley, & Harrison, 2012) . Furthermore, half of the nurses indicated that in their view they had not received enough symptom management training for remote support. This perceived need for additional training was further highlighted through the participants' qualitative feedback. A survey of oncology programs in Ontario revealed that 45% have orientation and/or training programs for nurses who provide remote-support services (Stacey, Bakker, Green, Zanchetta, & Conlon, 2007) . No details were provided in the surveys by Macartney et al. (2012) or Stacey et al. (2007) on orientation and/ or training available for oncology nurses.
Despite the importance of remote oncology symptom support, little is known about education and training to develop oncology nurses' competencies to provide safe support services remotely to patients (Cooley, Lin, & Hunter, 1994; Hamilton & Grant, 2006; Macartney et al., 2012; Stacey et al., 2007; Wilson & Hubert, 2002) .
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The overall aim of this study was to explore current remote symptom support training programs provided to nurses in ambulatory oncology programs across Canada. Training refers to a range of professional development or continuing education activities that aim to enhance nurses' knowledge, skills, and competencies. This study is part of the pan-Canadian Oncology Symptom Triage and Remote Support (COSTaRS) project. The COSTaRS project is aimed at building an effective and sustainable approach for implementing evidence-informed protocols for nurses to use when providing remote symptom assessment, triage, and guidance in self-management for patients experiencing symptoms while undergoing cancer treatment.
Methods
A survey-methods environmental scan was used for this study. In environmental scans, nonreactive and unobtrusive approaches are used to understand events without altering them (Hatch & Pearson, 1998) . The most frequent method for environmental scans that is used for needs assessment in continuing professional education is interpretation of documents and materials. Thereby, environmental scans are an efficient and organized means to identify and collect information about the activities of other organizations. For the purpose of this scan, remote ambulatory care was defined as "the delivery, management and coordination of care and services provided via information and telecommunication technologies" (CNO, 2009) . Ethics approval for the COSTaRS study was received from the Ottawa Health Science Network Research Ethics Board (REB# 20120388-01H) and the University of Ottawa (file no. A 07-12-02).
Program administrators and/or nurse educators working within Canadian ambulatory oncology programs that provide chemotherapy and radiation were invited to participate. Eligibility included: a) oncology programs that provide remote symptom support services to patients undergoing cancer treatments; b) remote services provided by registered nurses; and c) training or orientation programs (i.e., sets of activities) with the objective to enhance health professionals' knowledge and/or skills in providing remote symptom support. Both programs and single activities were qualified for inclusion. Remote support included telephone and email. Training programs could be conducted as a face-to-face activity for a group, online course, or traditional course. Courses could make use of any instructional method (e.g., didactic lectures, workshops, case studies, demonstrations, roleplay, small group discussions) or material (e.g., videos, card games, simulated patients). These inclusion criteria were deliberately very broad to allow investigators to examine all existing training programs in ambulatory oncology that provide remote symptom support across Canada, from single lectures to full-fledged programs.
Study procedures included the following:
Cancer care program identification. First, ambulatory oncology programs in Canada that provide chemotherapy and radiation therapy were identified through internet searches of provincial oncology programs and known contacts of both COSTaRS and the Canadian Partnership Against Cancer. Investigators focused on these sites because they are more likely to provide remote cancer care support. To promote a higher survey response rate, a key contact person in each agency was identified and emailed rather than simply contacting the organization (Legare et al., 2012) . The list of oncology programs with contact information was circulated to the COSTaRS Steering Committee to verify accuracy.
Data collection. Identified cancer care programs were contacted by sending a personalized, tailored email to the individual responsible for training and professional development. Participants were asked to provide the following: a) whether or not nurses within their oncology program provide remote telephone or email support; b) if nurses are given specific training or orientation to provide remote symptom support; and c) if training is provided, whether or not they would be willing to share the material used for the training and any descriptions or evaluation of the training. Sensitivity was taken over specificity, asking about any and all training activities or programs in ambulatory oncology nursing remote symptom support services. In addition to the initial invitation to participate, reminders were sent at two, four and five weeks to enhance responses (Dillman, 2000) .
Data extraction. Investigators (DS, JA) used a standardized data extraction form to independently and systematically assess all training programs identified. For each program, the following main characteristics were extracted: the name of the program; authors' contact information; the date of the program's creation or publication; the language in which the program is/was provided; the nature of the program; health profession(s) targeted; and the nature of the material made available for extraction. Investigators also extracted the following information pertaining to the features of the educational program: conceptual framework; learning objectives; duration; method of teaching (such as facilitated case-based discussion, small/large group sessions, role-play); dissemination of printed educational material (such as a training manual; auto-tutorial, or video-/ audio-tapes of a clinical encounter) and essential elements of telephone training covered by the program. The evaluation results from the program were also extracted based on the Kirkpatrick Model for evaluating training programs (1994) . Program evaluation data included trainees' reactions to the program; changes in trainees' attitude, knowledge or skills; changes in participants' related behaviour in practice; changes in patient outcomes; and changes at the organizational level (Kirkpatrick, 1994) . Discrepancies in the assessment findings were resolved by consensus between the two reviewers.
Data analysis and validation. Descriptive analysis was used to synthesize information regarding the main characteristics and educational features of the programs. Program administrators or nurse educators were asked to verify the accuracy of data extracted and/or provide additional information regarding the content covered in each program.
Canadian Cancer Care Centres Identified (n=46)
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Figure 1: Flow of Environmental Scan Survey Respondent Data

Results
Of 37 email invitations, 28 responded (77.8% response rate), eight did not respond, and one was undeliverable (Figure 1 ). Respondents represented 10 Canadian provinces. Of 28 respondents, 25 (89.3%) indicated nurses in their organization provided remote support to ambulatory cancer patients. For these 25 organizations, 60% (n=15) orientated nurses to the remote support role, 8% (n=2) provided nurses with resources only, 28% (n=7) did not provide either resources or orientation, and 4% (n=1) did not answer. Of the 17 programs that provide orientation or resources, 10 program administrators agreed to share their training resources and seven did not. Of the 10 administrators who agreed, seven provided the training resources. Training resources from five provinces (British Columbia, Alberta, Saskatchewan, Ontario, and Quebec) were shared. Respondents who did not share their resources cited reasons of requirement for revision of resources or lack of direct access to the materials.
The following results report on the seven programs who shared training materials. Four of these programs were developed within the last two years, one was seven years old, and two reported no development date (Table 1 ). All seven programs provide training in English; in Quebec the practice guidelines were also available in French. Only two programs indicated the timing for training: within one month after orientation (program 1) and after two years working within the organization (program 7). Data sources provided included presentation materials, hospital or provincial guidelines/policies, symptom guidelines (e.g., Cancer Care Ontario, COSTaRS, British Columbia Cancer Agency), mock scenarios, Centennial College Telepractice information, scholarly resources, and nursing documentation. Teaching strategies included classroom instruction, use of protocols, case studies, mentoring, self-directed materials, and/ or an online tutorial. The online tutorial involved two modules; one focused on telephone etiquette and communication skills and one focused on symptom management. Knowledge test questions during the tutorial provide feedback as users advance through the tutorial.
The stated learning objectives for training programs were provided by five of the seven programs and ranged from two to five objectives per program ( Table 2 ). The stated objectives focused on telephone triage processes (n=4), promoting safe telephone practice (n=4), symptom management guidelines (n=2), nursing telephone documentation (n=2), applying professional standards (n=2), monitoring the quality of telephone practice (n=1), telephone etiquette practices (n=1), and mock telephone triage scenarios (n=1). When the extracted data were validated for the seven programs, four program administrators identified additional learning objectives that are discussed as part of the content of their training programs but are not explicitly stated as learning objectives in the materials provided.
All seven programs identified using symptom protocols and provide documentation tools for the telephone interventions, including two programs which use an electronic health record. Three programs used conceptual models to guide training, two of these specifically (Greenberg, 2009) , and the University of California at San Francisco Nursing Symptom Management (Larson et al., 1994) . In three of the seven programs, the outcomes of training were evaluated. These evaluations involved: a) a single question, "Do you feel prepared to participate in telephone practice?"; b) observed performance and individualized feedback; or c) a satisfaction and knowledge test during the tutorial plus appraising a case study, and an evaluation survey completed at the end of the tutorial. Responses to the single question revealed new nurses felt comfortable and prepared to start providing telephone symptom support to patients post orientation. However, nurse respondents also identified that the availability of experienced colleagues for support contributes to their comfort level when stepping into the telephone support role. For the program involving an evaluation survey completed at the end of the tutorial, formal evaluation of the tutorial was collected from 82 respondents between January 2013 and October 2013. Respondents indicated the usefulness on a five-point scale ("not very useful" to "very useful"). Most respondents rated the content regarding top tips (94%), telephone care framework (93%), professional responsibility (90%), interviewing skills (84%), and challenging calls (82%), as useful or very useful. When asked their overall impression of the module on a five-point scale, respondents rated it as excellent (30%), good (52%), neutral (15%), or fair (4%). No respondents assessed the training module as poor.
Discussion
This is the first known study to consider training programs for oncology nurses who provide remote symptom support. Findings indicate that few programs provide formal training, and for those that do, there is significant variability across programs. However, there appears to be some consistency in core content for these programs such as telephone triage process and principles, and using symptom management guidelines. Interestingly, few programs have been evaluated.
Although national and provincial nursing guidelines require training in remote symptom support, only 60% of programs provide an orientation to nursing staff to this role. These results are similar to findings from previous research indicating that about half of programs provide symptom management training to nursing staff (Macartney et al., 2012; Stacey et al., 2007) . Program administrators who shared their training materials indicate a significant range of activities from passive dissemination of printed educational materials, to formal classroom training and online tutorials. Only two programs used formal mentoring in the clinical environment; one of which also provides performance feedback to learners. A systematic review of interventions for enhancing uptake of knowledge and skills in practice indicates that more effective interventions are educational meetings with educational outreach and performance feedback; while printed education materials are less effective (Grimshaw et al., 2012) . Therefore, to enhance nurses' knowledge and skills in providing remote symptom support, training programs should involve more effective strategies (e.g., education with feedback) and be tailored to learning needs of the individual. Tailored interventions have the highest increase (52%) for uptake of evidence into clinical practice (Grimshaw et al., 2012) .
Several programs reviewed seem to focus on the two broad sets of competencies (oncology nursing critical thinking and decision-making skills to manage symptoms, and expert interpersonal and communication skills), but there was significant variability in the content covered across programs. Interestingly, training often covered more than the stated learning objectives indicating the need to investigate beyond written resources used by discussing program content with the key contacts for the oncology programs. Common learning objectives of each program included management of symptoms through using standardized symptom protocols and standards for documenting. These training elements are important in providing remote symptom support since communication (the promotion of safe, consistent and competent telephone practice) is the backbone of remote support (Black & Caufield, 2007) while an understanding of symptom management is required to ensure proper protocols are followed to address the needs and concerns of patients (CNA, 2007; CNO, 2009) . Documentation is also critical since ambulatory cancer programs are required to keep histories of interactions with patients for the purpose of continuity of care (CNA, 2007; CNO, 2009) . Elements missing in the majority of the training programs included monitoring the quality of telephone practice, the application of telephone standards, proper telephone etiquette, and program evaluation.
There is little evaluation of these training programs and no evidence indicating the impact on patient outcomes. This is important to acknowledge since it is relatively unknown whether these training programs, and their educational and training strategies, were successful at achieving their goals of promoting safe, consistent, competent remote symptom support to meet national and provincial nursing guidelines. According to Kirkpatrick (1994) the four levels of evaluation are: reaction (e.g., satisfaction with training), learning (e.g., acquire knowledge, skills and attitudes), behaviour (e.g., apply learning in clinical practice), and results (e.g., degree 
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targeted outcomes reached). Given the challenges with increasing uptake of new knowledge and skills into clinical practice (Grimshaw et al., 2012) , it would be helpful, at a minimum, to know whether or not current training programs have enhanced nurses' knowledge, skills, and behaviours. Of the seven programs, one routinely evaluates nurses' knowledge post program. Without robust evaluation results, it is difficult to determine best practices to share across programs or even if the programs are effective at all. Opportunities exist to provide guidance, as well as the quality of training for remote symptom support. Although current policy documents in Canada are focused on general competencies for nurses involved in telehealth in general, including telephone and email, (CNA, 2007; CNO, 2009; CRNBC, 2011) , similar policy documents could be established for Canadian oncology nurses. Based on our data extraction for this environmental scan, oncology programs can monitor the currency of their training programs and inclusion of competency-based learning objectives, protocols, documentation guidance, effective training strategies, theoretical models, evidence, and nursing practice statements (see Table 3 ). Furthermore, the training could be evaluated to determine impact on nurses' knowledge, skills, behaviours, and patient outcomes. Finally, there are opportunities to collaborate across programs to enhance remote symptom support training programs for oncology nurses in Canada, such as a common set of competencies and shared training programs.
Potential limitations for this study include the potential for selection bias, response bias, and use of double data extraction with verification. To minimize selection bias, we aimed to identify all ambulatory oncology programs in Canada that provided both radiation therapy and chemotherapy to determine what proportion provided remote cancer care support by nurses and training for this role. However, only seven programs provided detailed information regarding their training initiatives. Second, we designed the methods to enhance response rates by targeting individuals and sending reminders. Overall, we had a response rate of 77.8%, which is considered good (Dillman, 2000) . To enhance the quality of the data extracted, we used two independent reviewers and findings were validated by the seven participating oncology programs.
Conclusions
The overall aim of this study was to explore current remote symptom support training programs provided to nurses in ambulatory oncology programs across Canada. By using a survey-method environmental scan, this study identified common features as well as unique features used in remote symptom support training. This study provides a starting point for further inquiry by identifying the common set of competences and indicates the need to evaluate the impact of training programs on the delivery of remote cancer symptom support. The need for remote symptom support is continuing to grow. For example, there is a recent shift to oral chemotherapy which will require careful monitoring for side effects and adherence to treatment (CANO/ACIO, 2013).
